MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-63-008166

DEPARTMENT OF RUBLIC HEALTH AND WELFARE

HEALTH 4 S : STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. ... rimary Registration Ditrict No. éﬂ-ﬁf—l@mr. No .3

ON THIS STUB

1. PLALE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

»con St, Charles _ > STATE Migsourd NS, Charlegimsen
b. C‘I)LY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

OR.
TowN  Egdwomy Davdenne 16 Yrs, TOWN Dardenne Yes | No [
. Z”ééé’.‘&"f‘o?’ {If NOT in hospj;_:ol. give location} Inside Limits d. EB%EREEI;S {If cutside, glve locatian) Reside on Farm

INsTTUTIoN  QFallon, Mo, RR 1 Yes[J Nofg OFallon, Mo. RR 1 Yes i No D
. NAME OF DECEASED First Middis Last 4. DATE Month Day Year

{iyee or pen Luclen Linder Nicolai OEATH March 9 1963

. SEX . 6. COLOR OR RACE 7. Married [T Never Married I |8. DATE OF BIRTH | ® AGE [fest birthday) { IF UNDER 1 YEAR IF UNDER 24 HR .

Ma.le White Widowed [] Divorced (] lo/lllr/lg 31 61 Months Days Houra Min.

. USUAL OCCUPATION [Give kind of wark done | TOb. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

durigp most of working life, even if retired)
Farmer Farming St, Louis, Mo, U,S.4,
13a2. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF I-'I-USBAND OR WIFE

Frederick C, Nicolai Lorens L, Linder None"

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(ﬁa.onc, or unlmnwn)l {If yn,ﬁi\o-ervivg or dates of serv] Louis Nic 01& 1-. OFallon. M.D. RR 1

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {s} Vi Q'TULLM# p&( L O Farent

Vs 300
Rev. 4/59

DATE AMENDED

DOCUMENT

which gave rise to
e cause (a),
atating the under-

iying . cause last DUE TO (€] WE”MW(.@- SE'COAJOJV?J_-! 7o LURLLER 24 ! wK,

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATQ\bm ot releted to the terminal FART 111 If decassed was femsle way
disease condition given in PART | (a) there a. pregnancy in last 90 days.

Conditlons, 1 -ny.] DUE TO (&) ?41/0 ¥ /4 (-1 Hes.

ID Yo ] IjNoI [0 unknown -

9. WAS AUTOPSY | 20, ACCIDENT  SUICIDE  HOMICIDE - | 20b. DESCRIBE HOW INJURY OCCURRED.,(Enter nsturs-of injury in PART 1 or PART il of item 18.)
_PERFORMED? u] [m] m] o . .
“YES[J NO

S0c. TIME OF  Hewl  Manth, Day, Year |
INJURY .M.
: p.m.

20d. INJURY OCCURRED e, PLACE OF INJURY (e.g., in or sbeut home, | 201, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, atreet, office bldg., atc.}
NOT WHILE AT WORK (1

— - - her- - —'6
21. | attended the d d from __\L__(LL_und last saw i alive on 3 ? 3

7‘_"..5_ D- m ,on the date stated above, and to the best of my knowledge, from the causes. stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.
: 35, ADDRESS — Fic. DATE SIGNED |

23a. BURIAL, CREMATION, [ 23b. DATE 73c. NABMAE OF CEMETERY OR CREMATORY - " 23d. LOCATION 1City, tawn, or county) {State)
REMOVAL (Specify)

__1._..___3L3,L9_3__?_1_1_Rank_.ﬂﬁm- Sk ouia, Mo,
E%ENER%L]-DIRECTOR 1 L 6ADDRESS Memorie 25. DATE RECD. BY LOCAL REG. | 26. REGqf \R'S ;I;GNATU
T:E.Pitman Funeral Home " Moad)p~! %6 3 é 2 f/%% 2

(Licensed Embalmer’s Statament on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

-1. hefeby certify. that the body whose name is recorded on .the reverse side of this certificate was embalmed by me,

or by i Student Embalmer No.

working under my personal supervision.

Student ' S|gnad be[ (} //6/ . J,Q

Signature of Studen? Embalmer
Licensed Embalmer No. é 3/

P. O. Address W,&L’f 4”7'//

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be sc stated above.




